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Abstract 

Background: We explored experiences of depression diagnosis and treatment amongst multimorbid patients 
referred to a metropolitan multidisciplinary outpatient clinic to identify commonalities across this patient group. 

Methods: Patients with two or more chronic conditions and a diagnosis of depression participated in semi-structured 
interviews that were digitally recorded and transcribed. Thematic analysis was performed on the transcriptions. 

Results: Multimorbid patients attributed depressive symptoms to the loss of 'normal' roles and functionality and 
struggled to reconcile the depression diagnosis with their sense of identity. Beliefs about themselves and depression 
affected their receptivity to diagnosis and intervention strategies. These included prescribed interventions, such as 
psychotherapy or pharmacotherapy, and patient-developed strategies. 

Conclusions: Functional and social role losses present a clear context in which GPs should raise the subject of mood, 
with the situational attribution of depression suggesting that psychotherapy, which is rarely offered, should be 
prioritised in these circumstances. 

Keywords: Depression, Multimorbidity, Chronic illness and disease, Patient experiences, Qualitative interviews 



Background 

Depression has a substantive negative impact on quality of 
life. Research over the last twenty years suggests that de- 
pression is under-diagnosed and under-treated amongst 
older people in Western nations [1-4], and the literature 
suggests that general practitioners (GPs) are less success- 
ful at identifying depression in older patients than younger 
patients [5]. 

Differences between patient and clinician perceptions 
of depression might contribute to poor diagnosis [6], as 
patients may resist formal treatment where GP and pa- 
tient care priorities clash [7]; consequently, GPs may be 
reluctant to broach the subject of depression unless the 
patient does [8]. Age-related effects on the manifestation 
of depressive symptoms have been noted, with older 
adults more likely to report somatic symptoms than 
complain about emotional distress [9]. As the risk of 
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developing one or more chronic illness increases with 
age [8,10], the presence of multiple chronic illnesses 
may also affect the manifestation of depression and in- 
crease the risk of normalisation of depression [11]. 

Previous studies exploring patient experiences of illness 
and depression in specific patient groups have identified 
themes such as the burden of uncertainty amongst gynae- 
cological patients [12] and chronic heart failure patients 
[13] as contributory to depression, and guilt, perceived 
stigma, duty to be well, and shame regarding self-regulation 
of mood amongst depressed adults [14,15], but no research 
to date has explored the experience of depression onset, 
diagnosis and treatment in patients with multiple chronic 
conditions [16]. 

Irrespective of age, gender or specific disease, the risk 
of depression increases with each chronic condition ac- 
quired [10]. The presence of two or more chronic condi- 
tions is referred to as 'multimorbidity' [17]. Developing 
tools, methods and markers for detecting depression in 
multimorbid patients will become more topical over the 
next forty years, as increased longevity will increase the 
number of people experiencing multiple chronic condi- 
tions [18]; consequently, the identification of experiences 
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that occur in common across multimorbid patients diag- 
nosed with depression could assist GPs in discerning 
when to engage in conversations about mood, and in- 
form diagnostic and treatment practices. 

To this end, we aimed to explore the experiences of 
multimorbid patients in the development, diagnosis and 
treatment of depression to identify any common experi- 
ences and themes that may occur across a heterogenous 
and complex patient group. 

Methods 

This qualitative study was conducted within a construct- 
ivist epistemology, in which concepts of reality are con- 
sidered to be socially constructed, using an interpretivist 
theoretical perspective, where the exploration of patient 
narratives are acknowledged to be interpreted by the re- 
searcher [19]. Corbin and Strauss' strategies for qualita- 
tive research [20] were used to guide data collection and 
analysis. 

Participants were recruited from amongst patients who 
were referred to a multidisciplinary clinic at a metropol- 
itan hospital in Adelaide for the management of multiple 
chronic conditions between January and June 2011. Con- 
sistent with the definition most commonly used in multi- 
morbidity literature [17], patients with two or more 
chronic conditions and a diagnosis of depression were in- 
vited to participate. Depression was diagnosed prior to re- 
ferral to the clinic; consequently a diagnosis of depression 
was derived from GP referral letters and discharge sum- 
maries prior to the patient's attendance at the multidiscip- 
linary clinic and was not treated as part of care provided 
by clinic doctors. Patients were excluded if they suffered 
cognitive impairment, or their language skills did not sup- 
port an independent conversation in English. Because of 
the unique influences on and higher prevalence of depres- 
sion in residential care facilities, residents in such facilities 
were also excluded. 

Thirty-five patients with a diagnosis of depression 
attended the clinic over the six month period of recruit- 
ment. Six were excluded due to language difficulties; 
four refused; three agreed but on further discussion were 
not eligible, and one agreed but subsequently could not 
be contacted. Recruitment opportunities were lost where 
patients were not approached because of competing 
clinic priorities or patient non-attendance at their clinic 
appointment (N = 9). During recruitment, clinic nurses 
explained the aims of the study, gave patients an infor- 
mation sheet, and obtained informed consent for them 
to be contacted by the interviewer (MS) to arrange an 
interview. Of those who agreed to participate, one could 
not be contacted to arrange an interview. In accordance 
with the conventions of thematic analysis, recruitment 
ceased when no new information emerged from the in- 
terviews [20]. 



The semi-structured interview guide contained the fol- 
lowing prompts: 

• Tell me about the first time you experienced 
depression. 

• Who did you talk to about how you were feeling? 
Family/Friends/GP 

• What does the word 'depression' mean to you? 

• I'd like you to think back to when you were first 
diagnosed with depression. How was it eventually 
diagnosed? Tell me about that. 

• Tell me about what treatment was suggested. How 
did you feel about the options that they 
recommended? What affected your decision about 
whether or not to follow their recommendation? 

• Did anything prevent you from accessing or 
continuing to access treatment? 

• Did you receive any follow-up care from your GP? 

• What other support or information would you have 
liked to have received? 

Three interviews occurred at the hospital, seven oc- 
curred at patients' homes, and two occurred over the 
telephone. Seven women and four men were interviewed 
alone; one man was assisted by his wife during the inter- 
view. Ages ranged from 48 to 86 years of age (median = 
64.5). Interviews ranged from 17 to 68 minutes in length 
(average = 46.7 minutes), and were digitally recorded as 
audio files and transcribed verbatim using transcription 
software program Express Scribe v 5.13 [21]. Audio re- 
cording failed during one interview, and thematic ana- 
lysis was performed using the researcher's written notes. 
The transcripts were entered into NVivo 9 [22] to assist 
data management and facilitate analysis. 

Inductive thematic analysis, whereby themes are gen- 
erated from the data as opposed to a pre-existing the- 
matic framework, was performed concurrently with 
interviews until thematic saturation was reached, in ac- 
cordance with the methods described by Corbin and 
Strauss [20]. Journal entries and memos were included 
in the analysis. Thematic analysis took an iterative ap- 
proach, whereby as new themes were identified and 
added to the thematic framework, earlier transcripts 
were recoded [20]. The coding structure was confirmed 
by an experienced qualitative researcher (CB). Ethics 
approval was granted by the Royal Adelaide Hospital 
Research Ethics Committee. 

Results 

Thematic saturation was reached after ten interviews; two 
confirmatory interviews were conducted and no new 
themes arose from those interviews [20]. The interviews 
elicited descriptions of multimorbid participant contexts 
for developing depression, and their experiences of the 
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detection and management of depression. The core cat- 
egory, 'Everyone's different, everyone's the same' is an 
apropos description of the diverse stories that generated a 
number of common themes, suggesting a strong common 
experiential trend. The results of the thematic analysis are 
described below. 

Depression development: the loss of identity 

All participants described depression as developing sub- 
sequent to a life event that resulted in the loss of their 
identity. The most frequently endorsed event was onset 
or exacerbation of illness (n = 7 participants) where in- 
creased symptom burden promoted functional losses 
that prevented participants from performing their work 
or family roles. Participants described the interdepend- 
ent losses of function and roles, and subsequent impact 
on their sense of identity, as causative of depression. 

"I started to get depressed because I couldn't do the 
things that I was always doing. You know, looking 
after my family, cooking, things like that because I 
was told I had to get off my feet, I wasn't allowed to 
walk... So my life sort of just, you know, from being a 
normal mother, wife and that, running around and 
doing my thing, to doing nothing at all". 
(Female aged 59, 10 chronic conditions) 

Participant stories also included unwanted gains. Many 
described accompanying burdens such as pain, fear of 
the unknown and family tension. Pain was the only 
symptom of physical illness that multimorbid partici- 
pants reported as a perceived contributor to depression, 
with several describing the development of depression as 
being embedded in their ongoing struggle with pain. 
"Every day's so hard, you know, to cope, well that's 
with- the [morphine] pump's good, but all it does is take 
the edge off, you still have severe, you still have severe 
pain". (Male aged 49, 7 chronic conditions) 

Depression diagnosis: I'm not 'depressed' 

Multimorbid patient beliefs about depression and their 
personal identity affected their receptivity to the diagno- 
sis. The majority of participants (n = 9) reported being 
diagnosed by their GP, with one diagnosed following GP 
referral to a psychiatrist, and two diagnosed during hos- 
pital admission for physical illness. Whereas a small 
number of participants had anticipated the diagnosis 
and were receptive to the interventions recommended 
by their clinician, most of these participants were sur- 
prised by the diagnosis and reported rejecting the diag- 
nosis at the time of delivery. Multimorbid participants 
who rejected the diagnosis described incongruence be- 
tween their beliefs about depression and their beliefs 
about their own identity. "I guess initially it sort of 



shocked me, because I thought that I wasn't sort of in 
that category..." (Male aged 65, 10 chronic conditions). 
"...I'm very strong person, and I don't allow myself, you 
know, to be how shall I say, overcome, you know, by 
emotions... Well, I was surprised". (Female aged 80, 8 
chronic conditions) 

When probed about their conceptualization of depres- 
sion, participants described cognitive and emotional 
symptoms. One participant described depression as a 
response to the behaviour of other people, and another 
described it as a consequence of poor response manage- 
ment. Some participants interpreted their symptoms 
through their beliefs about depression, perceiving 
themselves as anxious but not depressed, or believing 
their emotional symptoms to be subclinical to a diag- 
nosis of depression. One participant drew her inter- 
pretation of depression from television advertisements 
for a national mental health initiative (BeyondBlue), 
stating that because her symptoms were not identical, 
the diagnosis was inaccurate. "See, on TV now there's 
adverts about depression with young people, and that 
type of thing? So I haven't felt like that, just maybe 
down for a little while". (Female aged 61, 5 chronic 
conditions) 

A sub theme of perceived justification for depression 
emerged. Several participants (N = 3) expressed the be- 
lief that they did not have the right to feel depressed, 
despite the impact of their multiple chronic conditions 
on their physical and social functioning. These partici- 
pants devalued their distress by minimizing the impact 
of their physical symptoms in comparison to those of 
others, and stating that they "had no reasons for being 
in this [state]" (Male aged 62, 5 chronic conditions). 
Conversely, the belief that physical illness justified de- 
pressive symptoms and nullified the veracity of the de- 
pression diagnosis was reported (N = 2). "But because I 
know why I'm like that and I feel that it's justified, I 
don't think that I'm clinically depressed, do you know 
what I mean? Because I feel that my condition justifies 
my feelings". (Female aged 75, 12 chronic conditions) 

Stigma regarding depression might have influenced re- 
jection of the diagnosis more frequently than reported. 
Whereas many participants described rejecting the diag- 
nosis, only one reported overt stigma in her reaction to 
the diagnosis. 

"...here I go, I'm nutsville.' And I didn't agree with it. 
At first I fought the idea of being on antidepressants, 
but then realized I couldn't cope the way I was going, 
and then went on antidepressants. . . . But at first I 
thought, oh no, here I go, I'm a nutcase, nobody's 
going to take me seriously, and you know, it was 
embarrassing". 

(Female aged 48, 8 chronic conditions) 
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Stigma was observed in non-explicit verbal cues, such 
as where an initially verbose participant became defen- 
sive and refused to discuss depression, and another 
expressed willingness to help, but consistently avoided 
answering questions about depression. Stigma was also 
reflected in non-verbal cues during interviews, such as 
defensive body language (leaning back, crossing arms, 
and looking down), tone, and facial expressions, and in 
the use of words that devalued their emotional experi- 
ence or distanced them from the diagnosis. "So there's 
highs and lows, but I wouldn't say, like, great depres- 
sion". (Female aged 61, 5 chronic conditions). 

Depression interventions: prescription, self-efficacy and coping 

Multimorbid patients reported that GPs offered interven- 
tions within the medical framework, such as pharmaco- 
therapy and occasionally psychotherapy. Acceptance of GP 
treatment recommendations was strongly influenced by 
beliefs about the interventions and anticipated outcomes, 
the cause of their depression, and their sense of self- 
efficacy. Whereas one participant admitted that he had 
benefitted from psychotherapy, for example, he perceived 
it as ultimately unsuccessful because the benefit was tem- 
porary. "Yeah yeah, it was helpful, unfortunately it doesn't 
last forever. . . You get it off your chest. But as I said it 
doesn't last forever". (Male aged 65, 10 chronic conditions) 

Beliefs about antidepressant safety and efficacy stemmed 
from observing another person's experience, perceived risk 
of side effects, and the threat of disruption to their exist- 
ing medication regimen. The majority of participants de- 
scribed trialling at least one anti-depressant medication, 
which either changed or reinforced their pre-treatment 
beliefs. Experiencing side effects led to accepting different 
medication, or refusing medication. Refusal occurred par- 
ticularly where participants perceived their depression as 
situational and not medical. "I was pretty down on myself 
in all respects, and couldn't understand how I fucked up 
my life, excuse me and I just didn't think a tablet could 
take that away". (Male aged 62, 5 chronic conditions) 

Participants also described engaging in activities outside 
of the medical framework to alleviate negative mood and 
maintain a positive sense of identity, either in addition to 
or instead of prescribed interventions. Empowering activ- 
ities, such as exercise and pet ownership, generated a 
sense of control and positive beliefs about the participant's 
personal role in mood management. Disempowering ac- 
tivities were also reported, such as alcoholism, withdrawal 
and wishful thinking. Coping strategies, such as thinking 
of themselves as lucky and accepting their multimorbid- 
ities, were also described. 

Discussion 

The stories of diagnosis and treatment of depression re- 
vealed in this qualitative study provide valuable insights 



into the multimorbid patient perspective on depression. 
Participants talked about their sense of identity as chal- 
lenged by the loss of their normal life, including work or 
family roles, activities or physical function. Conse- 
quently, it is not surprising that multimorbid patient 
interpretation of their symptoms and views about de- 
pression often conflicted with sense of identity, which 
created barriers to acceptance of diagnosis and treat- 
ment. Previous research has emphasized the importance 
of patient beliefs in the diagnosis and treatment of de- 
pression in primary care [23]. Beliefs about depression 
and expectations about interventions also emerged as an 
important influence, with one participant's inference that 
psychotherapy should have a permanent effect reflecting 
a conceptualization of depression as a temporary dip in 
mood, not a chronic condition. Both findings emphasize 
the importance of GP relationship and communication 
[15], to ensure that patients have an accurate under- 
standing about depression and realistic expectations 
about treatment. 

Situational attribution of depression also emerged as a 
strong common theme. A recent systematic review of 
depression and chronic illness found that participants at- 
tribute depression to one or more causes, predominantly 
external [24]. Multimorbid participants in the current 
study also described situational depression arising from 
a life-changing event, reporting physical symptoms, 
functional limitations and health events as causative and 
inferring that participants believed depression to result 
from changes to their circumstances. In alignment with 
recent models of healthcare burden and patient capacity, 
this suggests that patients might reach a 'tipping' point 
beyond which they are unable to cope with the burden 
of 'illness work' [25], and is consistent with findings de- 
scribing patient externalisation of mental illness [26]. In 
light of the common threads of functional/social role 
losses leading to 'situational' depression, GPs should dis- 
cuss mood or remain vigilant for depression symptoms 
where functional and social role losses occur. 

Whereas Karasz et. al.'s meta-analysis found that pa- 
tients who presented their emotional distress as situ- 
ational were rarely offered anti-depressant medications 
[27], all patients in the current study reported being of- 
fered medication for their circumstantially- attributed de- 
pression, suggesting that GPs favoured pharmacological 
interventions in spite of situational attributions and 
complex multimorbidities. This raises the possibility that 
somatic and depression symptom overlap may have led 
some GPs to pathologise distress as clinical depression 
[28]. Few patients were referred to psychotherapeutic in- 
terventions, with several stating that they would have 
appreciated a non-pharmacological intervention. This 
reflects previous findings in which GPs acknowledged 
the benefit of psychotherapy for situational depression, 
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and recognized that depression amongst multimorbid 
patients was sometimes situational, but withheld psycho- 
therapy referral because of doubts about its efficacy in 
older patients [16]. In light of participants' situational 
attribution of depression, GPs should consider recom- 
mending psychotherapy where multimorbid patients 
have experienced functional and social role losses. Pa- 
tients might also benefit from engaging in activities that 
promote a sense of control. Future research should explore 
the efficacy of psychotherapeutic intervention amongst 
older, multimorbid patients. 

Several multimorbid patients did not recall having been 
given a diagnosis of depression, although their medication 
regimens included antidepressant medications; as a conse- 
quence their interviews focused on the development and 
onset of depression symptoms. During the recruitment 
process two multimorbid patients with a history of 
depression refused to participate because they were un- 
aware of the diagnosis and believed themselves to be ineli- 
gible. This is especially concerning where medication has 
been prescribed, as several participants reported accepting 
medication without knowing its purpose. It might reflect 
patient and GP prioritisation of physical health over psy- 
chological health where multiple chronic conditions are 
present [29], or be a function of long-term relationships 
between GPs and patients with multimorbidity where is- 
sues are carried over for discussion at subsequent clinic 
appointments [16]. In light of the detrimental effect of 
poor mental health on physical wellbeing, and the in- 
creased complexity generated by multiple chronic condi- 
tions, clear communication about symptoms, diagnoses, 
treatment and priorities is of utmost clinical importance. 

Finally, whilst participants were forthcoming about in- 
timate details of their medical experiences and personal 
lives, all exhibited signs of discomfort while talking 
about depression. The current study reinforces that con- 
scious and unconscious stigma regarding depression 
continues to present a challenge for clinicians attempt- 
ing to identify and treat depression amongst multimor- 
bid patients [9,30]. Strategies to overcome stigma felt by 
older multimorbid patients would benefit from address- 
ing perceived stigma, guilt regarding self-regulation of 
mood, and shame relating to inability to cope as raised 
in previous studies [14,15,24]. 

Limitations 

Although diagnosis and treatment of depression occurred 
outside of the multidisciplinary clinic from which we re- 
cruited these participants, referral to the clinic might re- 
flect or generate differences between the study population 
and patients not referred to such a clinic. Additionally, the 
participant group was limited to multimorbid patients 
willing to be interviewed about depression. Participation 
might reflect greater openness to discussing emotions, 



increasing the likelihood that depression will be diagnosed 
by their GP [31]. A personal quality of openness might 
create participant bias, as less forthcoming patients might 
be less likely to be diagnosed with depression, and even 
when diagnosed might be less likely to be willing to par- 
ticipate in research about depression. Further, the study 
was limited to a small number of participants with a re- 
corded diagnosis of depression, however, saturation of 
themes was achieved after ten interviews and no new 
themes arose from two confirmatory interviews. Future 
studies could gain further understanding of the barriers to 
diagnosis by identifying participants living with depression 
symptoms that do not have a recorded diagnosis. 

Conclusions 

Multimorbid patients attributed depression to life- 
changing events, many of which were related to their 
physical health and resulted in threats or changes to 
their sense of identity. Beliefs about depression, about 
themselves, and about symptom causation and treatment 
efficacy strongly affected the diagnostic and treatment 
process. Functional and social role losses present a clear 
context in which GPs should broach mood, with the 
situational attribution of depression suggesting that psy- 
chotherapy, which is rarely offered, may be beneficial in 
these circumstances. 
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